INTRODUCTION
Men play a key role in most societies. They still remain an authority in decision making in matters ranging from the size of families to the policy and programme at all levels.
Attention to men's involvement in reproductive health received an impetus following the "Programme of action" forged at the 1994 International Conference on Population and Development in Cairo. 1 It was understood that special efforts should be made to emphasize shared responsibility of men and their active involvement in responsible parenthood, sexual and reproductive behavior, including family planning; prenatal, maternal and child health. Thus the United Nations Population Fund (UNFPA) has actively promoted male participation as a key to the achievement of maternal health goals and standards of care. 1 It is now clear that the target of reducing maternal deaths by 75 per cent by 2015 (Millennium development goals) will not be met without the concerted efforts of all involved. Men, as partners, fathers, husbands, policy makers and community leaders have a critical role to play in safeguarding the health of women during pregnancy and beyond. 2 Unfortunately there is a much smaller body of literature on male involvement that specifically examines their role in reducing maternal mortality and ensuring safe mother hood. As prospective fathers, husbands are likely to be more intimately involved in their wife's pregnancy and childbirth. Yet we know little about how involved they are when it comes to complete maternal care. 3 Involving husbands and encouraging joint decisionmaking in reproductive and family health may provide an important strategy in achieving maternal health goals. 4 It is, therefore, important to examine the involvement of men in maternal healthcare during pregnancy and childbirth in a developing country setting like India.
METHODS
The present study was conducted in a teaching hospital, for a period of 6 months. 232 men visiting the hospital for delivery of their spouse were randomly interviewed with the help of a questionnaire. An informed written consent was obtained from all the participants. Demographic details of participants were noted including age, education, income and type of family. The level of education was recorded in terms of number of years of schooling. The monthly income was stratified into four categories of 1) less than Rs.5000 (100$) 2) Rs.5001-10, 000, 3) Rs.10, 000-20,000, 4) more than Rs.20, 000. We also asked them whether they lived in joint or nuclear families and who was the decision maker in the family. We also interviewed these men regarding their awareness of antenatal, postnatal care and attitude towards their partner's autonomy and health. They were questioned regarding their perception of the importance of antenatal care and whether they accompanied their wives during her visit to antenatal clinic. Their knowledge about tetanus immunizations, increased dietary requirement in pregnancy was also assessed. Perception of participants regarding importance of postnatal care was also recorded. We asked if they felt that postpartum contraception for birth spacing was important and when should it start. We asked whether they were comfortable with their wives working outside home, their preference for a male child, or if they would like to know the sex of their unborn child and would that affect them in taking decisions relating to the care during pregnancy. We asked them if they would discriminate between their sons and daughters when giving them education opportunities. We also questioned them whether their present child was planned or unplanned, their idea of ideal family size and their acceptance of male sterilization as an option. We analyzed behavior and practices of men like accompanying their wife to antenatal clinic, planning pregnancy, approving their wife working outside homes. We also questioned them if they ever been violent with their partners and analyzed the prevalence of domestic violence against the years of schooling of the husbands, their income and years of marriage. The associations between various qualitative variables were obtained using chi square test. The quantitative variables were related to the categorical variables using unpaired t test and ANOVA. The analysis was done using SPSS version 15.0.
RESULTS
The mean age of the men interviewed was 29.66±3.498 yrs. 204 men were from hindu community, 22 from muslim, four were from sikh community and two from Christian. Mean years of schooling of the men was 9.31 ± 4yrs. Average duration of married life of participants was 4.76±3.99 yrs. Average monthly income of participants was also stratified and it was seen that 27.6% had average monthly income of <Rs 5000. And 25.8% were earning Rs 5000-10,000. 13.8% of men were earning Rs 10,000-20,000 per month. 32.8% of men were earning >Rs 20,000 per month. 60.3 % were living in joint families and 39.7 % were from nuclear families. It was observed that majority i.e. 69% of couples had planned pregnancies in the study. However men were found to have higher level of education in the planned pregnancy group than the group where pregnancies were unplanned, although this difference was not found to be statistically significant. (mean years of schooling 9.51±4 years Vs 8.89±4.2 years, p= 0.06). 61% of husbands accompanied their wives to antenatal clinic. On analysis we found that the husbands who were accompanying their wives to hospital for antenatal visits were more recently married as compared to those who didn't accompany (mean years of married life = 1.26±0.89 Vs 3.69±2.58 years, p value= 0.002, unpaired t test). 40.6% of the men who were earning less than Rs.5000 per month and 53.3% of the men who were earning Rs 5000 to 10,000 per month did not accompany their wives to antenatal clinics. On the other hand 28.9% of men who were earning more than Rs 20,000 per month did not accompany their wives to antenatal clinic. Their per month income was not significantly related with their visit to antenatal clinics with their wives. When assessed in relation to the mean years of schooling we found that men who didn't accompany their wives for antenatal visits had lower mean level of education than their other counterparts (8.61±2.973 Vs 9.94±3.809, p value =0.109). We also observed that despite of coming to hospital men were not directly included into antenatal care. It was seen that 60.1% of those men who accompanied their wives to hospital for antenatal care were not even aware of the number of Tetanus immunizations needed in pregnancy. 30.1% of the men thought that antenatal care was not required till three months of pregnancy and 64.7% of the men interviewed were not aware of their wife's diet during pregnancy or looked into the adequacy of it. 91.4% of the men perceived postnatal care to be important but 75% of the interviewed men did not know when postpartum contraception should start. 36.2% knew that male sterilization is safer than female sterilization but 38% of these men prefer female sterilization if given a choice. In present study we observed that out of 232 pregnancies 69% were planned and 31% were unplanned. In the couples where the pregnancy was planned the mean years of schooling of the husband was 9.51 ± 4 years .In the other group where pregnancies were unplanned, the men had a lower mean years of schooling i.e. 8.89±4.2 yrs. But this difference was not found to be statistically significant (p= 0.37). There was no correlation with the years of marriage or the presence of addictions or the type of family (joint or nuclear). In our study 44% of the men did not approve of their wives working outside home.
The mean year of schooling was higher in men approving of their wives working. (9.72±4.11 vs. 8.80±4.03) as compared to the men who didn't approve, but this difference did not reach statistical significance. (p=0.231). Income was the main factor governing the men's approval of their wives working outside. 56.3% of the men earning less than Rs 5000 per month and 53.3% of the men earning 5000 to 10,000 per month did not approve of their wives working as compared to 34.2% of the men earning more than Rs 20,000 per month. The proportion of men approving of their wives working outside or accompanying their wives to antenatal clinic was significantly more in men earning >10,000 per month as compared to those earning lesser (p=0.05).
Regarding perception of ideal family size, 75.7% of the men in the present study thought that the ideal family size comprises of two children. However, 50.6 % of these men admitted that despite of this knowledge they would have more children if there was no male child in the family. 95.2% of the men who said that the choice of having more children depends on presence of a male child in the family and 79.2% of them were earning less than Rs. 10,000 per month.
In present study it was observed that about 29.3% wanted to know the sex of their child antenatal if given the option. 47% of these were earning Rs 10,000 and more per month and 53% were earning less than Rs 10,000 per month. 30% of the men admitted to have physically abused their partner on single or multiple occasions during pregnancy.
Association between the level of education and domestic violence was significant (p-value = 0.002) with higher level of domestic violence prevalent in less education groups. Domestic violence was also significantly (p<0.001) more in middle-income groups (income between Rs 5,000-10,000 per month). There was no significant association with the type of family, family size, addiction in husband, years of married life or the age difference between the husband and wife.
DISCUSSION
There is an increasing need to involve men in improving the reproductive health status of women.
1 National Population Policy of India also emphasises the need to focus on men to promote the small family norm. 5 Surveys around the world increasingly are interviewing men and reporting regarding their role in the reproductive health of women. 6 The most prominent barriers to male involvement in maternal health include low levels of knowledge, shyness and job responsibilities. 7 In this study the men who didn't accompany their wives to antenatal clinics thought it was not their business to do so as it was a "women's affair". They did not see themselves as a part of the antenatal care process. The men who accompanied their wives felt that they were not accommodated in the system, as joint consultations were not allowed. As a result 60.1% of those who accompanied their wives, were not even aware of the number of tetanus immunizations required in pregnancy .The antenatal advice given to the women was not passed on to the accompanying husband either due to lack of his interest or understanding in the matter.
A survey analysis in Maharashtra, India showed that men were generally knowledgeable but were excluded from participating in routine care because the medical system did not accommodate them. Despite high awareness and a professed sense of responsibility the extent to which husbands were present at routine antenatal or postnatal care or at delivery was limited. 8 Whether a non-accommodating system is the reason for some men not coming to antenatal clinics remains to be explored. But in our study when these men were asked if they took interest in their wife's diet during pregnancy, more than half (64.7%) admitted to not having looked into the adequacy of it. This highlights a sense of reluctance to get involved in the pregnancy care, which almost all the participants admitted also, during the questionnaire. It was seen that this sense of reluctance is more in men having a higher number of years of married life, and in men having a lower income and education. Therefore we could see that education of men was the most important factor governing the involvement of men into their wives health.
Responsible parenthood includes planning family size and avoiding unwanted pregnancies. In our study men who accompanied their wife in antenatal clinics had a relatively higher level of education and were more likely to have a planned pregnancy (69%).However, planning their pregnancy was not related to the ultimate family size as some men admitted to want more children till they had at least one male child. This attitude was irrespective of their knowledge of an ideal family size and was more in men already having a relatively higher number of children. Observational studies suggest that including men in reproductive health interventions can enhance positive health outcomes. 9 Studies have found that involving husbands in antenatal care counseling significantly increases the frequency of antenatal care visits and their knowledge about family planning, nutrition and health of their wives during pregnancy.
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Studies in past assessing the impact of women's autonomy on maternal health care utilization in India, have shown that those women with greater freedom of movement obtained higher levels of antenatal care and were more likely to use safe delivery care. 12 Regarding employment educated men felt that their wives could work. Relatively fewer years of schooling and consequent lower monthly income was related to husbands not wanting their wives to work outside homes. 48% men living in nuclear families in our study said that they were the sole decision makers in all matters of the household and those related to health of their wives. It was interesting to note that relatively low education was also associated with violent behavior towards the partner. 33% of the men interviewed admitted to have been violent with their partners on single or multiple occasions. In the present study we found a higher level of domestic violence prevalent in less education groups and in middle-income groups (income between Rs.5000-10000 per month).
There was no correlation between the prevalence of domestic violence and type of family or husband's addiction to alcohol, smoking or drugs. This is unlike many studies that frequently report high rates of alcohol and other drug involvement in association with domestic violence. [13] [14] [15] This difference could be attributed to the heterogeneity of the population studied and shyness of husbands to admit.
Among the different types of gender-based violence, domestic violence is the most common type prevalent in India. [16] [17] [18] According to the National Family and Health Survey-2 (NFHS-2), 21% of ever-married women in India have been physically mistreated by their husbands, in-laws or other members of the household. 19 Evidences from population-based surveys suggest that between 21 to 48% of women from different socio-cultural settings in India have experienced domestic violence. 20 Prenatal sex determination followed by selective abortion of female fetuses is the most plausible explanation for the low sex ratio at birth in India. 21 In the present study 29.3% of the men interviewed said that they would like to find out if their wives were carrying a male child before birth. 47% of these were earning Rs 10,000 and more per month and 53% were earning less than Rs 10,000 per month.
Myths regarding safety of male sterilization are still prevalent in our society. Only about a third (36.2%) of the interviewed men felt that male sterilization is safer than female sterilization but 38% of these men would have still opted for female sterilization if given the choice. Some men reported negative attitudes toward vasectomy, sharing many stories of times when the procedure had not worked or had resulted in physical weakness, thus limiting a man's ability to be a bread winner for his family. Fears about weakness resulting from the procedure were common and served as one of the main barriers to acceptance for vasectomy. This is supported by findings of other studies analyzing the acceptance of male sterilization. [22] [23] [24] Timely initiation of contraception in the post-partum period can be very important in avoiding unplanned pregnancies. Only 8.6% of the men interviewed felt that postpartum care or follow-up was not important but interestingly majority of them (60%) were also violent partners. Three fourth (75%) of interviewed men did not know when postpartum contraception should start. This was irrespective of the level of education.
This study makes it clear that there remains a lot to be achieved towards the understanding of antenatal, postnatal care, contraceptive choices and autonomy by married couples. We need to make health information accessible and understandable to all so as to help masses to make informed decisions and to properly utilize available services. Efforts to improve maternal health can then have a positive impact on women and their families.
International studies from a variety of regions have shown that reproductive health programs are likely to be more effective for women when men are involved in healthcare system in some way. 25 These findings suggest that involving men in reproductive health interventions might help to foster a better understanding between husbands and wives, which in turn affect the utilization of services and maternal health of women. Ensuring men's involvement in reproductive and child health may be challenging from the programme perspective but it may provide an effective means to successfully translate a policy in programme of action.
CONCLUSIONS
Keeping in mind the family structure and limited autonomy women have in India, it is not surprising the men are like gatekeepers to maternal health care and safe motherhood.
We have yet to go a long way to achieve women empowerment. Our health care has to take into consideration the attitudes and awareness of males and make every effort to involve them as caring non-violent partners to improve maternal health. The responsibility of being parents starts much before the birth of the child.
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